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BRIEF TECHNIQUE REPORTSReoperation for prosthesis dehiscence caused by aortitisHiroshi Tanaka, MD, Hitoshi Ogino, MD, Hitoshi Matsuda, MD, and Hiroaki Sasaki, MD, Osaka, JapanAortitis is a disease that affects the aortic valve and results
in aortic insufficiency, requiring prosthesis implantation.
Consequently, dehiscence of the implanted prosthesis may
occur after the operation. In this situation, re-do aortic
root replacement is necessary in most cases, but transannu-
lar stitches cannot be used to secure the aortic-ventricular
continuity because of the destroyed annulus. We performed
3 cases of re-do aortic root replacement by reconstructing
the left ventricular outflow tract (LVOT) with a mechanical
valve conduit and obtained good results.
CLINICAL SUMMARY
After establishing cardiopulmonary bypass and clamping
the ascending aorta, the aortic root or root prosthesis is dis-
sected down cylindrically to the aortic-ventricular junction,
creating the buttons of the coronary artery ostia. After
making a ‘‘stump’’ on the LVOT,mattress sutures are placed
from outside of the stump to inside on the fibrous and
muscular portions, and reinforced around the stump with
a ‘‘belt-like’’ Teflon felt, as originally performed by Ando
and colleagues1 (Figure 1, A). If the membranous septumFIGURE 1. A, Mattress sutures on the fibrous muscular portions of the LVOT
composite graft with a small length of ‘‘skirt’’ using a Valsalva graft (Vascutek, R
LVOT, left ventricular outflow tract.
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1274 The Journal of Thoracic and Cardiovascular Suris friable, the sutures are placed below it. In this case, atrio-
ventricular block will occur at a high rate postoperatively.4
We use a handmade composite graft with a small length of
‘‘skirt’’ (Figure 1, B) to reconstruct the LVOT. The coronary
artery is reattached to the graft as a cuff with Teflon felt
reinforcement. The graft interpose technique is used if the
coronary cuff is friable to avoid mechanical stress on the
anastomosis.CASE 1
A 39-year-old man with severe aortic insufficiency and
aortic root aneurysm due to Behc¸et’s disease underwent
aortic root replacement with conventional transannular
stitches. One year after the operation, cardiac failure devel-
oped in the patient and echocardiography showed a pseu-
doaneurysm of the aortic root compressing the left
coronary artery. He underwent re-do aortic root replace-
ment with a mechanical valve conduit. Pathologic findings
of the resected aortic wall showed active aortitis with no
signs of infection. Four years after the operation, computed
tomography (CT) showed no pseudoaneurysm, but the pa-
tient did have multiple right coronary artery stenosis due
to Behc¸et’s disease despite corticosteroid therapy.CASE 2
A 50-year-old man with severe aortic regurgitation due to
polyarteritis nodosa, which had been treated with oral cor-
ticosteroids, underwent aortic valve replacement. Three
months after the operation, he underwent aortic root re-
placement with a composite valve graft for a pseudoaneur-
ysm without infection. One year after the second operation,reinforced around the stump with a ‘‘belt-like’’ Teflon felt. B, Hand-made
enfrewshire, Scotland).MA,Mitral annulus; IVST, interventricular septum;
gery c November 2011
FIGURE 2. A, Preoperative echocardiography shows the detached prosthetic aortic valve and pseudoaneurysm on the LVOT. B, Postoperative echocar-
diography shows the reconstructed LVOTwith a vascular prosthesis. V,Detached prosthetic valve; P, pseudoaneurysm on the LVOT; R, reconstructed LVOT.
Brief Technique Reportschest CT showed multiple pseudoaneurysms, and the pa-
tient was referred to the National Cerebral and Cardiovascu-
lar Center. He underwent re-do aortic root replacement with
a mechanical valve conduit. Pathologic findings of the re-
sected aortic wall showed aortitis with no signs of infection.
CT showed no pseudoaneurysm 3 years after the operation.
CASE 3
A 49-year-old woman with severe aortic regurgitation
and mild mitral regurgitation underwent aortic valve re-
placement and mitral annuloplasty. Three months after the
operation, echocardiography showed dehiscence of the
aortic prosthesis. She underwent re-do aortic valve replace-
ment; however, 6 months after the operation, echocardiog-
raphy showed a pseudoaneurysm on the LVOT and
dehiscence of the prosthesis (Figure 2, A). She underwent
re-do aortic root replacement with a mechanical valve con-
duit. She required a pacemaker implantation because of
postoperative atrioventricular block. Pathologic findings
of the resected aortic wall showed giant cell aortitis. Two
years after the operation, echocardiography showed no
signs of pseudoaneurysm or dehiscence of the prosthesis
(Figure 2, B).
DISCUSSION
Dehiscence of the prosthesis after valve or root replace-
ment for aortitis has been reported, and the results of reop-
eration for this condition are poor. Patients with Behc¸et’s
disease have a high rate of dehiscence, even though they re-
ceive corticosteroid therapy.1 We use the LVOT to anchorThe Journal of Thoracic and Carthe vascular prosthesis: the muscular and fibrous portions.
Aortitis rarely affects the myocardium and intracardiac fi-
brous portion2; therefore, this technique would secure the
long-term outcome of the procedure. Physiologically, the
‘‘belt-like’’ Teflon felt reinforces the anastomosis and
equally distributes the mechanical stress circumferentially.1
The ‘‘skirt’’ technique enables a mechanical valve to be
used in middle-aged patients, although a stentless biopros-
thesis and homograft, which are more pliable than a sawing
ring of prosthetic valve but might require reoperation be-
cause of structural deterioration, are preferred to reduce
the stress on the anastomosis.3 Despite the technical aspect,
the most important clinical point to prevent a poor outcome
is postoperative reduction of inflammation on the anasto-
moses with corticosteroid therapy.CONCLUSIONS
This technique would be useful in re-do aortic root re-
placement even in patients with an active phase of aortitis.References
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